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Dear  Friends: 

It  is  a  shocking  fact  that,  in  saving  the  lives  of  babies,  America  ranks  15th 
among  the  nations  of  the  world. 

It  is  shocking,  alright.  What  makes  it  more  so,  is  that  those  are  not 
my  words,  and  they  are  not  from  our  time. 

The  words  were  Lyndon  Johnson's  and  the  time  was  20  years  ago. 
And  what  shocks  us  even  more  is  that  while  we  were  15th  in  1968, 
today  we  are  19th. 

A  full  generation  of  medical  advancement  has  somehow  come  and 
gone  without  answering  the  riddle  of  why  each  year  40,000  American 
infants  are  dead  before  their  first  birthday. 

For  the  past  year,  the  National  Commission  to  Prevent  Infant  Mor- 
tality has  probed  the  experience  of  the  nation's  parents  and  profession- 
als for  answers.  What  we  found  is  that  too  many  infants  are  born  too 
small,  too  many  are  born  too  soon,  too  many  mothers  never  get  decent 
care  and  guidance  during  their  pregnancy. 

Our  fight  against  infant  mortality  has  stalled  because  we  have  not 
reached  the  mothers  and  children  at  risk.  We  need  to  invest  the  kind 
of  resources  that  provide  preventive  health  care  rather  than  waiting  to 
provide  costly  "rescue"  treatment  later. 

Our  Commission  report,  therefore,  calls  for  universal  access  to 
early,  comprehensive  maternity  and  infant  care.  And,  second,  it 
describes  the  need  to  make  children's  health  and  well-being  a  front- 
row  national  priority — not  just  to  recognize  the  problem  but  to  reach 
the  people  who  need  the  help. 

The  Commission  believes  the  nation  has  the  means  to  help  the 
children  and  the  means  and  the  need  together  justify  a  new  beginning. 
We  need  to  weld  the  resources  of  medicine,  government,  and  commu- 
nity into  a  commitment  and  a  capacity  to  care  for  mothers  and  infants. 

No  nation  can  long  call  itself  great  that  does  not  put  its  children 
first.  To  that  end,  our  Commission  report  is  a  hammer  on  the  anvil  of 
public  commitment.  And  we  want  the  echoes  to  spread  throughout  the 
country. 

We  want  the  dying  to  end,  and  we  are  convinced  it  can  be  ended. 
It  is  not  inevitable  that  the  grave  and  the  cradle  be  one  and  the  same 
for  thousands  of  American  infants. 

Please  join  us  in  our  fight  to  guarantee  a  healthy  beginning  for  all. 


Sincerely, 


Lawton  Chiles,  Chairman 
National  Commission  to  Prevent 
Infant  Mortality 
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We  have  a  choice 
between  placing  babies 

in  the  arms  of  their 

mothers,  or  in  the  arms 

of  technology.  Just  $400 

in  prenatal  care  could 

make  the  difference 

between  a  healthy  baby 

and  a  baby  who  might 

need  $400,000  of  help 

throughout  life  to 

overcome  difficulties  and 

disabilities  that  could 

have  been  avoided. 


INTRODUCTION 


DEATH  BEFORE  LIFE:  THE  TRAGEDY  OF 
INFANT  MORTALITY 


Joey  came  into  this  world  three  months  too  early  and  three  and  a 
half  pounds  too  light.  At  one  pound,  thirteen  ounces,  he  stood  a  fifty 
percent  chance  of  survival.  The  odds  that  he  would  have  other  prob- 
lems in  life  if  he  survived  were  even  higher.  Joey  lived  his  first  weeks 
on  earth  on  a  respirator.  When  he  left  the  hospital,  he  spent  his  first 
months  at  home  on  a  monitor.  His  parents  couldn't  find  anyone  will- 
ing or  qualified  to  care  for  him,  and  so  they  couldn't  leave  him  for  a 
moment. 

From  the  time  Joey  was  two  months  old  a  social  worker  visited 
him  and  his  family  every  week.  A  variety  of  other  services — preventive 
care,  vision  teachers,  mobility  teachers — were  available  through  county 
and  state  government  social  service  programs.  Where  the  services  were 
not  available,  the  family's  private  insurance  helped  fill  the  gaps. 

Even  so,  it  cost  nearly  $200,000  in  medical  bills  before  Joey  could 
celebrate  his  third  birthday  this  June.  His  only  problem  now  is  that  he 
is  blind.  Joey  has  a  deterioration  of  the  retina  as  a  result  of  the  oxygen 
needed  to  keep  him  alive. 

Joey  is  lucky.  His  parents  were  educated,  middle-class,  white-collar 
residents  of  a  major  metropolitan  area.  They  sought  out  and  used 
whatever  resources  they  could  find,  and  fortunately,  their  area  pro- 
vided comprehensive  help.  Unlike  many  families  and  their  babies,  they 
didn't  fall  through  the  cracks. 

Other  families  aren't  so  fortunate. 

Rhonda  went  for  her  first  pregnancy  test  at  the  age  of  16.  The  test 
alone  cost  $80.  Before  Rhonda  left  the  clinic,  she  was  told  that  she 
would  have  to  pay  $1,500  for  the  delivery  of  her  child — and  have  to 
pay  it  in  cash,  before  the  seventh  month,  or  they  would  drop  her  alto- 
gether. Only  two  doctors  in  her  county  delivered  babies.  Her  friends 
told  her  that  the  other  doctor  also  demanded  cash  up  front  for 
patients,  like  Rhonda,  who  lacked  health  insurance.  With  no  money 
and  no  way  to  get  to  the  nearest  clinic,  26  miles  away,  she  delayed  a 
doctor  visit  until  six  months  into  her  pregnancy. 

Then,  Rhonda  heard  about  a  medical  center  staffed  by  nurse  mid- 
wives.  She  visited  them  and  became  briefly  hopeful  when  she  found 
she  could  afford  the  care.  Then  she  had  her  first  examination.  The  peo- 
ple at  the  clinic  couldn't  find  the  baby's  heartbeat.  The  clinic  referred 
her  to  another  center,  where  they  induced  labor.  The  baby  was  still- 
born at  six  and  a  half  months. 

Lizzie's  husband  worked  for  an  orange  grower.  His  employer's 
insurance  covered  only  workers,  not  dependents.  Lizzie  applied  for 
Medicaid  but  was  rejected  because  she  was  married,  and  her  husband 
owned  a  little  bit  of  family  land  with  his  father.  She  and  her  husband 
sold  everything  they  could  to  pay  the  doctor  and  hospital  bills.  It 
helped,  but  they  couldn't  get  all  the  prenatal  care  she  needed. 


Whenever  she  could,  Lizzie  would  drive  to  a  neighboring  state  to 
see  a  private  doctor.  Late  in  her  pregnancy,  the  doctor  saw  clear  signs 
of  an  abnormal  pregnancy.  He  sent  her  to  a  small  hospital  where  a 
nurse  midwife  delivered  a  three-pound  baby.  The  baby  was  transferred 
to  another  hospital  with  facilities  to  care  for  premature  births.  But  for  a 
month,  Lizzie  couldn't  see  her  daughter  because  she  couldn't  get  trans- 
portation. The  baby  is  now  five,  cross-eyed,  and  slightly  retarded — but 
alive. 

Unlike  Joey,  or  Lizzie's  daughter,  40,000  infants  in  America  each 
year  do  not  live  to  celebrate  their  first  birthday.  Every  hour  of  every 
day,  five  babies  take  their  last  breath.  Each  year,  11,000  babies  weigh- 
ing less  than  five  and  a  half  pounds — known  as  low  birthweight 
babies — are  born  with  long-term  disabilities  that  result  from  their  frag- 
ile condition.  Unless  we  act  today,  in  the  next  13  years  we  will  lose 
more  American  infants  than  we  have  lost  soldiers  in  all  the  wars 
fought  by  the  nation  in  this  century.1 

These  facts  would  be  sad  enough  were  it  not  for  the  additional  fact 
that  at  least  half  of  the  deaths  are  preventable,  and  many  of  the  disa- 
bilities avoidable. 

America  prides  itself  for  its  moral  leadership  and  concern  for  its 
citizens.  That  the  tragedy  of  infant  mortality  is  so  prevalent  in  a 
wealthy  nation  such  as  ours  is  all  the  more  distressing  and  depressing. 

A  child  born  in  Japan,  Finland,  Hong  Kong,  Ireland,  Australia, 
Canada,  Singapore  or  any  of  twelve  other  industrialized  nations  has  a 
better  chance  of  surviving  his  or  her  first  year  than  a  child  born  in  the 
United  States  of  America. 

For  black  infants,  the  story  is  even  more  heartbreaking.  A  black 
American  infant  is  half  as  likely  as  a  white  child  to  live  more  than  a 
year.  A  child  born  in  Czechoslovakia  or  Bulgaria  has  a  better  chance  of 
celebrating  its  first  birthday  than  a  black  child  born  in  America. 

Within  the  United  States,  infant  mortality  is  most  severe  in  urban 
areas  and  the  rural  South.  In  1985,  four-fifths  of  our  largest  cities  had 
infant  mortality  rates  greater  than  the  national  rate.  Of  the  12  states 
with  the  highest  rates  of  infant  death,  10  are  in  the  South. 

But  as  Joey's  mother  could  tell  us,  infant  mortality  transcends 
boundaries  of  geography,  race,  income  and  social  class.  No  matter 
what  circumstances  a  child  is  born  into,  no  parent  wants  to  leave  a 
child  behind  in  the  hospital.  And  no  mother  or  father  wants  to  outlive 
his  or  her  child.  For  all  the  figures  that  could  be  cited,  when  a  parent 
loses  a  child  the  loss — and  the  sorrow — is  total.  The  price  we  pay  for 
this  tragedy  is  great — in  both  human  and  economic  terms. 


1  The  total  number  of  battlefield  deaths  of  American  forces  in  World  War  I, 
World  War  II,  Korea,  and  Vietnam  is  426,594;  by  the  year  2000,  some  520,000 
infants  can  be  expected  to  die  if  the  recommendations  of  this  report  are 
ignored. 


And,  the  costs  of  infant  mortality  are  borne  by  all  of  American 
society. 

Every  low  birthweight  birth  that  could  be  averted  would  save  the 
U.S.  health  care  system  between  $14,000  and  $30,000. 

The  lifetime  costs  of  caring  for  a  low  birthweight  infant  can  reach 
$400,000.  The  costs  of  prenatal  care — care  that  might  prevent  the  low 
birthweight  condition  in  the  first  place — can  be  as  little  as  $400. 

Other  countries  do  so  much  better  than  we  do.  Japan,  for  instance, 
surpasses  all  other  industrialized  nations  in  its  infant  mortality  ranking. 
What  separates  Japan  from  the  United  States  on  the  issue  is  not 
national  wealth,  or  income,  or  technology,  or  training  in  the  medical 
profession.  Shortly  after  World  War  II,  Japan  ranked  17th  in  infant 
mortality  rates.  But  in  1951,  the  Japanese  enacted  a  "Children's 
Charter."  When  a  mother  registers  a  pregnancy,  she  receives  a  letter 
from  the  government  congratulating  her,  and  a  handbook  detailing 
what  she  must  do  to  help  ensure  that  she  gives  birth  to  a  healthy  baby. 
The  letter  and  handbook  may  seem  like  gimmicks  to  a  jaded  American 
public,  but  they  symbolize  Japan's  deep  commitment  to  overcoming 


The  infant  mortality  rate  is 
the  number  of  babies  who  are 
born  alive  but  die  before  one 
year  of  age,  per  1 000  live 
births. 


Source:  UNICEF 
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the  tragedy  of  infant  mortality — a 
commitment  that  has  established 
Japan  as  the  world  leader  in  pre- 
venting infant  mortality. 

If  we  could  achieve  Japan's 
low  rate  of  infant  mortality,  the 
20,000  children  whose  lives 
would  be  saved  each  year  would 
contribute  in  their  lifetime  up  to 
$10  billion  in  productive 
earnings. 

It  is  a  commitment  the 
United  States  must  now  make. 

As  Japan  has  proven,  infant 
mortality  is  a  problem  with  a 
solution.  And  as  pediatrician 
Marsden  Wagner  of  the  World 
Health  Organization  has  said, 
"Infant  mortality  is  not  a  health 
problem.  Infant  mortality  is  a 
social  problem  with  health 
consequences." 

For  generations,  we  have 
known  how  to  improve  the 
health  of  mothers  and  infants. 
Unlike  other  social  problems, 
where  cause  and  effect  can  blend 
together  to  obscure  solutions,  we 
know  what  we  can  do  to  halt  the 
tragedy  of  infant  mortality. 

Medical  genius  alone  will  not 
solve  the  problem  absent  a  far- 
reaching  comprehensive  health 
care  delivery  system.  We  have 
not  significantly  improved  our 
rate  of  success  in  reducing  the 
incidence  of  low  birthweight 
babies  because  we  have  not  sig- 
nificantly improved  our  capacity 
to  find  those  in  need  and  provide 
the  up-front  care.  We  spend  vast 
amounts  on  a  compassionate 
effort  to  save  sick  children,  when 
we  could  spend  far  less  to  assure 
they  are  born  healthy. 


THE  CHILDREN'S  CHARTER 

(Proclaimed  on  May  5, 3952) 

Preamble 

We,  the  people  of  Japan,  in  accordance  with  the  spirit  of  the  Constitution,  do  adopt 
this  Charter  to  establish  proper  ideas  toward  children  and  thus  bring  about  the 
well-being  of  all  children. 

General  Principles 

The  child  shall  be  respected  as  a  human  being. 

The  child  shall  be  given  due  regard  as  a  member  of  society. 

The  child  shall  be  brought  up  in  a  good  environment. 

Text 

1.  All  children  shall  be  assured  of  healthy  minds  and  bodies  and  shall  be  guar- 
anteed freedom  from  want. 

2.  All  children  shall  be  entitled  to  be  brought  up  in  their  own  homes  with  proper 
love,  knowledge  and  skill.  Those  children  not  having  homes  shall  be  brought 
up  in  an  environment  having  similar  advantages. 

3.  All  children  shall  be  provided  with  adequate  nourishment,  housing  and  cloth- 
ing and  shall  be  protected  against  disease  and  injury. 

4.  All  children  shall  be  educated  in  accordance  with  their  individuality  and  capac- 
ity and  so  guided  that  they  will  honestly  and  independently  discharge  their 
responsibilities  as  members  of  society. 

5.  All  children  shall  be  so  guided  that  they  may  love  nature,  respect  science  and 
art,  and  accept  the  virtues  of  morality. 

6.  All  children  shall  be  assured  access  to  schooling  and  be  provided  with  complete 
educational  facilities. 

7.  All  children  shall  be  provided  with  opportunity  to  receive  vocational  guidance 
and  training. 

8.  All  children  shall  be  fully  protected  against  exploitation  in  labour  that  their 
mental  and  physical  development  shall  not  be  retarded,  their  opportunities  to 
receive  education  not  be  lost  and  that  their  lives  as  children  not  be  hampered. 

9.  All  children  shall  be  assured  access  to  wholesome  recreational  and  cultural 
resources  and  be  protected  against  evil  environments. 

10.  All  children  shall  be  protected  against  abuse,  exploitation,  neglect  and  other 
harmful  treatment.  Children  who  have  committed  wrongful  acts  shall  be  pro- 
vided with  adequate  protection  and  guidance. 

11.  All  children  who  are  mentally  or  physically  handicapped  shall  be  provided 
with  appropriate  medical  care,  education  and  protection. 

12.  All  children  shall  be  so  guided  that  they  may  be  united  with  one  another  in 
the  spirit  of  love  and  sincerity  and  as  good  citizens  devote  themselves  to  the 
peace  and  culture  of  mankind. 
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In  1979,  the  United  States  established  national  health  objectives  for 
1990.  Thirteen  of  those  top-priority  goals  concerned  pregnancy  and 
infant  health.  The  Centers  for  Disease  Control  reports  that  we  will 
probably  meet  only  three  of  those  thirteen  goals.  We  will  fall  short  on 
the  overall  infant  mortality  rate,  on  the  rate  for  minorities,  on  the  rate 
of  low  birthweight  babies,  and  on  the  proportion  of  women  who  go 
without  prenatal  care  in  the  first  three  months  of  pregnancy,  among 
others. 

We  know  that  low  birthweight  puts  babies  at  risk — for  short  and 
long-term  complications,  and  for  an  early  death.  We  know  that  pre- 
natal care  and  early  pediatric  care  are  effective  and  cheap  compared  to 
the  high  technology  care  needed  to  sustain  babies  born  at  risk.  We  also 
know  that  we  are  reaching  the  limits  of  our  ability  to  save  babies  at  risk 
through  technology. 

Clearly,  one  key  to  reducing  infant  mortality  is  reducing  the  inci- 
dence of  low  birthweight  babies.  The  rate  of  babies  born  too  soon  and 
too  small  has  remained  virtually  unchanged  since  1950.  Sophisticated 
technologies  and  great  expense  can  save  babies  born  at  risk.  But  we 
need  to  turn  toward  making  sure  that  potential  low  birthweight  babies 
are  born  at  full  weight. 

The  lack  of  access  to  health  care,  the  inability  to  pay  for  health 
care,  poor  nutrition,  unsanitary  living  conditions,  and  unhealthy  habits 
such  as  smoking,  drinking,  and  drug  use  all  threaten  unborn  children. 
Unquestionably,  poverty  creates  substantial  risks — but  infant  mortality 
is  not  just  a  problem  of  poor  people  alone. 

Our  current  health  care  system  addresses  infant  mortality  as  a 
medical  issue,  rather  than  as  a  social  problem  with  medical  conse- 
quences. The  cases  of  Joey,  Rhonda  and  Lizzie  offer  instruction — and 
hope. 

Joey  and  his  parents  had  access  to  comprehensive  services.  With 
that  support,  Joey  can  look  forward  to  leading  a  productive  life. 

Rhonda  sought  prenatal  care  in  the  first  trimester  of  her  second 
pregnancy.  She  was  able  to  use  a  newly-opened  satellite  clinic  office  in 
her  county.  When  she  went  into  premature  labor  at  26  weeks,  an 
obstetrician  saw  her,  placed  her  on  medication,  and  looked  after  her  on 
a  weekly  basis.  She  went  into  labor  at  38  weeks  and,  when  the  baby 
showed  signs  of  distress,  a  caesarean  section  was  performed.  The  baby 
had  a  mild  case  of  pneumonia.  Now,  the  child  is  fine. 

From  her  cousin,  Lizzie  learned  of  a  clinic  where  she  could  get 
prenatal  assistance  and  advice  on  nutrition  and  other  matters.  Lizzie 
went  to  the  center  in  her  second  trimester  and  carried  a  healthy  baby 
to  full  term. 

This  report  of  the  National  Commission  to  Prevent  Infant  Mortality 
has  been  written  with  one  principal  goal  in  mind.  It  is  our  hope  and 
belief  that  of  all  the  nations  in  the  world,  babies  born  in  the  United 
States  should  have  the  best  chance  of  living  and  fulfilling  their 
promise. 
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RECOMMENDATIONS 


Two  major  steps  must  be  taken  immediately  if 
the  United  States  is  to  activate  our  fight  against 
infant  mortality  and  if  we  are  to  assure  our  children 
and  mothers  the  health  and  well-being  that  are 
their  right. 

FIRST,  we  must  provide  universal  access  to 
early  maternity  and  pediatric  care  for  all  moth- 
ers and  infants.  The  existing  financial,  admin- 
istrative, logistical,  geographical,  educational, 
and  social  barriers  to  essential  health  services 
for  pregnant  women  and  infants  must  be  elim- 
inated. Employers  must  make  available  health 
insurance  coverage  that  includes  maternity  and 
well-baby  care.  Government  must  assume 
responsibility  for  those  who  lack  private 
insurance  or  are  unable  to  pay. 

SECOND,  we  must  initiate  immediately  a  sus- 
tained, broadbased  effort  to  make  the  health 
and  well-being  of  mothers  and  infants  a 
national  priority  and  give  them  the  public 
attention  and  resources  they  deserve. 

These  broad  courses  of  action  are  the  major 
recommendations  of  this  report.  To  implement 
these  goals,  federal,  state,  and  local  governments, 
business  and  industry,  community  organizations, 
and  the  public  and  private  sector  health  care  com- 
munities must  assume  the  responsibility  for  specific 
actions.  The  recommendations  offered  in  this  report 
represent  a  strategy  which  can  make  a  difference. 


March  of  Dimes 


•  In  1985,  9.5  million 
women  of  childbearing  age 
had  no  health  insurance. 
More  than  7  million  of 
these  women  were  married 
to  workers  or  had  jobs 
themselves.  Another  5  mil- 
lion had  private  health 
insurance  that  did  not 
include  maternity  care. 
More  than  20  percent  of  all 
children  without  health 
insurance  live  with  a  par- 
ent who  is  insured  through 
work. 
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The  Alexandria  Hospital 


Communications  Arts  Company 


fek 


•  Every  year  40,000  babies 
die  in  the  United  States. 
From  now  until  the  end  of 
this  century,  520,000 
infants  will  die  if  the 
infant  mortality  rate  con- 
tinues unchecked.  This  is 
more  than  the  total  number 
of  all  battlefield  deaths  of 
American  forces  in  World 
War  I,  World  War  II, 
Korea,  and  Vietnam. 


•  Medicaid,  the  federal- 
state  public  health  financ- 
ing program  for  the  poor, 
now  assists  less  than  40 
percent  of  America's  poor 
and  only  half  of  America's 
poor  children.  Between 
1977  and  1983,  the  number 
of  Americans  in  poverty 
grew  by  10.5  million  while 
the  number  of  Medicaid 
recipients  declined  by  1.3 
million. 


•  A  black  infant  born  in 
the  United  States  is  twice 
as  likely  to  die  before  his 
or  her  first  birthday  than  a 
white  infant.  A  child  bom 
in  Czechoslovakia  or  Bul- 
garia has  a  better  chance  of 
celebrating  his  or  her  first 
birthday  than  a  black  child 
born  in  the  United  States 


•  We  can  spend  the  money 
now  or  we  can  spend  a  lot 
more  later.  The  costs  of 
prenatal  care— care  that 
can  prevent  low  birth- 
weight— can  be  as  little  as 
$400  per  mother.  The  life- 
time costs  of  caring  for  a 
low  birthweight  infant  can 
reach  $400,000. 
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RECOMMENDATIONS 
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early  maternity  and  pediatric  care  for  all  moth- 
ers and  infants.  The  existing  financial,  admin- 
istrative, logistical,  geographical,  educational, 
and  social  barriers  to  essential  health  services 
for  pregnant  women  and  infants  must  be  elim- 
inated. Employers  must  make  available  health 
insurance  coverage  that  includes  maternity  and 
well-baby  care.  Government  must  assume 
responsibility  for  those  who  lack  private 
insurance  or  are  unable  to  pay. 

SECOND,  we  must  initiate  immediately  a  sus- 
tained, broadbased  effort  to  make  the  health 
and  well-being  of  mothers  and  infants  a 
national  priority  and  give  them  the  public 
attention  and  resources  they  deserve. 

These  broad  courses  of  action  are  the  major 
recommendations  of  this  report.  To  implement 
these  goals,  federal,  state,  and  local  governments, 
business  and  industry,  community  organizations, 
and  the  public  and  private  sector  health  care  com- 
munities must  assume  the  responsibility  for  specific 
actions.  The  recommendations  offered  in  this  report 
represent  a  strategy  which  can  make  a  difference. 


EVERY  MOTHER  AND  EVERY  BABY  MUST 
BE  ABLE  TO  GET  THE  HEALTH  CARE  THEY 

NEED 

Universal  Access 


Every  baby  should  have  the  right  to  a  healthy  start  in  life.  No 
pregnant  woman  or  infant  should  go  without  preventive  health  ser- 
vices because  avenues  to  care  are  blocked.  Front-end  maternity  and 
early  infant  care  are  matters  of  life  and  death.  They  are  far  too  impor- 
tant to  allow  anyone  to  fall  through  the  cracks.  Unless  we  make  a  com- 
mitment to  providing  universal  access  to  maternity  and  infant  care,  the 
financial  and  human  cost  of  infant  mortality  and  morbidity  will  con- 
tinue to  climb.  So  will  the  cost  to  society  of  supporting  the  care  and 
treatment  of  unhealthy  children  who,  through  no  fault  of  their  own, 
grow  up  with  long-term  disabilities  or  have  difficulty  becoming  self- 
supporting  adults. 

The  Commission  holds  that  every  pregnant  woman  and  infant 
should  be  able  to  get  the  health  care  they  need. 


•  There  must  be  no  financial  barriers  to  care. 

The  health  of  a  pregnant  woman  or  infant  should  never  depend 
solely  on  wealth.  Health  care  should  not  be  limited  to  those  with  the 
ability  to  pay.  To  the  maximum  extent  possible,  the  private  sector 
should  make  available  health  insurance  coverage,  with  the  government 
being  the  provider  of  last  resort  as  resources  become  available. 


•  There  must  be  no  geographic  or  administrative  barriers  to  care. 


In  some  rural  areas,  the  closest  health  care  facilities  are  hundreds 
of  miles  away.  Often,  mothers  and  infants  needing  help  have  no  way 
of  getting  to  or  from  a  clinic. 

Women  seeking  to  enter  medical  or  other  public  assistance  pro- 
grams are  often  forced  to  wait  as  long  as  30  to  60  days  while  their  case 
is  considered.  Often,  pregnant  mothers  and  their  small  children  must 
wait  hours  to  receive  much  needed  services.  Many  mothers  just  give 
up  out  of  frustration. 

Where  no  services  are  available,  public  health  departments  or  local 
hospitals  should  establish  them.  Where  there  are  long  forms  to  fill  out, 
waiting  lists,  hard  to  reach  clinics,  poor  transportation,  lack  of  child 
care  services,  or  other  administrative  barriers  to  care,  agencies  should 
knock  down  those  barriers. 


•  We  must  provide  early  care  that  is  high-quality,  readily  accessi- 
ble, and  appropriate  to  the  health  risks  presented. 

Pregnant  women  and  infants  must  be  guaranteed  maternity  and 
infant  care  as  early  as  possible — women  as  soon  as  they  know  they  are 
pregnant,  infants  as  soon  as  they  are  born.  Health  services — prenatal, 
delivery,  and  pediatric — should  be  coordinated,  comprehensive,  sensi- 
tive to  cultural  differences,  and  consistent  with  accepted  health  care 
standards. 
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THIS  NATION  MUST  MAKE  THE  HEALTH 

AND  WELL-BEING  OF  MOTHERS  AND 

BABIES  A  TOP  PRIORITY 


If  the  health  and  well-being  of  pregnant  women,  new  mothers  and 
infants  is  currently  a  national  priority  at  all,  it  is  far  down  the  list.  We 
are  willing  to  spend  an  unlimited  amount  of  money  to  keep  low  birth- 
weight  babies  alive  once  they  are  born,  but  we  are  strangely  reluctant 
to  spend  far  less  on  the  front-end  preventive  care  that  would  make 
heroic,  glamorous  and  expensive  efforts  to  save  young  lives  unneces- 
sary. The  consequence  is  that  too  many  of  our  youngest  children  are 
dying.  Our  infant  mortality  rate  is  irrefutable  evidence  that  although 
we  care,  we  do  not  care  enough.  It  is  time  we  made  a  visible,  tangible 
commitment  to  our  children's  health,  to  their  quality  of  life,  and  to  our 
nation's  future — because  it  is  cost-effective,  and  more  importantly, 
because  it  is  right. 

The  Commission  recommends  that  a  national  campaign  to  bring 
infant  mortality  to  the  forefront  of  our  country's  awareness  be 
launched  and  that  there  be  established  a  permanent  national  council  on 
children's  health  and  well-being  to  focus  efforts  on  preventing  infant 
mortality  and  reducing  infant  morbidity. 
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FIRST  STEPS  FOR  REDUCING  INFANT 
MORTALITY 


FINANCING  CARE:  PAY  NOW  OR  PAY  LATER 


Comprehensive  maternity  and  infant  care  saves  lives  and  money: 
those  facts  are  well  documented.  We  can  spend  the  money  now  or  we 
can  spend  a  lot  more  later. 

This  nation's  hospital  bill  for  keeping  low  birth  weight  babies  alive 
during  their  first  year  of  life  can  be  as  high  as  $2  billion  a  year.  The 
cost  of  providing  front-end  prenatal  care  for  those  women  who  do  not 
currently  receive  it  could  be  as  little  as  $500  million. 

One  of  the  main  reasons  millions  of  pregnant  women  and  infants 
do  not  get  the  health  care  they  need  is  simply  because  they  cannot 
afford  it.  Most  Americans  finance  health  care  with  insurance  provided 
by  or  through  their  employer.  But  a  job  does  not  guarantee  that  a 
woman  or  her  family  will  automatically  have  health  insurance,  or  that 
the  insurance  they  have  will  cover  all  their  needs. 

In  1985,  9.5  million  women  of  childbearing  age  had  no  health 
insurance.  More  than  7  million  of  these  women  were  married  to 
workers  or  had  jobs  themselves.  More  than  20  percent  of  all  children 
without  health  insurance  lived  with  a  parent  who  was  insured 
through  work. 

Even  those  who  have  private  insurance  must  often  pay  substantial 
out-of-pocket  expenses,  especially  if  their  coverage  specifies  cost-shar- 
ing for  maternity  and  well-baby  care  benefits,  or  if  it  restricts  coverage 
for  new  policyholders  who  have  personal  or  family  histories  of  medical 
conditions  such  as  diabetes.  Some  policies  simply  do  not  cover  mater- 
nity care  at  all.  In  1987,  five  million  women  of  childbearing  age  had 
private  health  insurance  that  did  not  cover  maternity  care. 

Public  programs,  primarily  Medicaid,  fill  some  of  the  gaps  in  cov- 
erage. But  even  Medicaid,  the  largest  source  of  public  funding  of 
health  care  for  pregnant  women  and  infants,  covers  less  than  40  per- 
cent of  individuals  in  families  with  incomes  below  the  federal  poverty 
level — $9,690  per  year  for  a  family  of  three  in  1988. 

Medicaid  coverage  for  the  poor  has  eroded  severely  over  the  years. 
A  family  must  be  poorer  today  than  a  decade  ago  to  qualify  for  Medi- 
caid assistance.  And  there  is  no  room  for  discretion:  if  a  family's 
income  is  just  a  dollar  above  the  cutoff  for  eligibility,  coverage  is 
unavailable. 

Our  patchwork  system  of  health  care  financing  leaves  nearly  20 
million  women  of  childbearing  age  and  children  with  no  insurance 
whatsoever.  Millions  more  have  inadequate  coverage. 


16 


The  People  In  Between 


An  increasing  number  of  babies  are  born  in  Washington  state  to 
low-income  women  who  do  not  receive  adequate  health  care,  giv- 
ing them  an  infant  death  rate  five  times  the  state  average.  'It's  as 
if  we're  going  back  a  hundred  years  in  the  care  of  mothers  and 
babies,'  says  Dr.  Zone  Brown,  a  professor  of  obstetrics  and  gyne- 
cology at  the  University  of  Washington.  'Ten  years  ago,  we 
would  occasionally  get  a  woman  "walk-in"  here,'  he  says,  refer- 
ring to  women  who  come  to  University  Hospital  in  labor,  ready 
to  give  birth,  who  have  been  unable  to  obtain  earlier  care  by  a 
doctor.  'Now  we're  getting  about  one  a  day.  And  it's  not  just  the 
real  poor.  It's  the  people  in  between,  the  working  poor.' 

from  "Born  Poor,  Born  at  Risk"  Post-Intelligencer,  February  8, 1988 


Universal  access  to  health 
care  has  been  a  goal,  but  not  a 
reality,  for  some  time.  The  Com- 
mission is  encouraged  and  heart- 
ened by  the  recent  expansions  of 
Medicaid  for  pregnant  women 
and  young  children.  By  July  1, 
1990,  all  states  will  cover  preg- 
nant women  and  infants  with 
family  incomes  at  or  below  fed- 
eral poverty  level.  In  the  private 
sector,  some  employers  have 
begun  to  improve  their  maternity 
and  well-baby  coverage.  The  pri- 
vate sector  has  also  worked  with 
the  public  health  community  to 
improve  access  to  health  care  at 
the  state  and  local  level. 

But  for  all  the  progress  we 
have  made,  it  is  not  enough.  The 
Commission's  goal  is  straightfor- 
ward: pregnant  women  and 
infants  must  be  able  to  get  health 
care.  The  private  and  public  sec- 
tors must  strengthen  their  com- 
mitment to  ensure  that  women 
and  infants  can,  in  truth,  obtain 
the  services  they  need. 

The  Commission  maintains 
that  the  first  step  toward  guaran- 
teeing pregnant  women  and 
infants  the  care  they  need  is 
assuring  financial  access  to 
maternity  and  infant  care.  The 
primary  responsibility  for 
achieving  this  goal  rests  with  the 
private  sector  and  employers 
who  help  provide  the  vast  major- 
ity of  health  care  in  this  country. 
But  the  government  must  assume 
more  responsibility  for  those 
who  lack  private  insurance  or  are 
unable  to  pay. 


Alice  Berman,  courtesy  of  ASPOILamazc 
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A  PLAN  OF  ACTION 


—Public  Sector— 

■  The  Medicaid  program  should 
be  expanded  to  cover  all  preg- 
nant women  and  infants  who 
have  family  incomes  at  or  below 
200  percent  of  the  federal  poverty 
level. 

■  Assets  tests  for  pregnant 
women  applying  for  Medicaid 
should  be  eliminated.  As  of  July 
1988,  16  states  still  considered 
assets,  such  as  a  family  automo- 
bile, in  computing  eligibility. 

■  Eligibility  in  Medicaid  for  preg- 
nant women  and  infants  should 
be  continuous  throughout  the 
infant's  first  year  of  life. 


—Private  Sector— 


■  The  private  sector  should  make 
available  prenatal  and  pediatric 
health  care.  All  employment- 
based  health  insurance  should 
include  maternity  and  well-baby 
care  coverage  for  employees, 
their  spouses  and  dependents. 

■  Self-employed  and  unincorpor- 
ated businesses  should  be 
allowed  to  deduct  the  full  cost  of 
health  insurance  as  a  business 
expense.  Corporations  already  do 
this. 

■  To  increase  the  availability  and 
affordability  of  private  group 
health  insurance  for  small 
employers,  insurance  pooling 
mechanisms  should  be 
established. 


Disillusioned  and  Unwilling  to  Work  with  the  System 


"Only  one  county  clinic  accepts  patients  who  receive  public  medical 
assistance.  The  clinic  receives  funds  from  a  state  grant  which  provides  for 
only  a  limited  number  of  patients.  Women  have  to  wait  six  weeks  for  an 
appointment.  The  majority  of  physicians  and  nurse-midwives  in  our  com- 
munity refuse  to  care  for  women  who  receive  public  medical  assistance. 
The  reasons:  low  fee  schedules,  cumbersome  paperwork,  and  tardy  reim- 
bursement. In  fact,  they  are  frequently  not  reimbursed  at  all.  Health  care 
providers  in  the  county  feel  disillusioned  and  unwilling  to  work  with  the 
system." 

from  a  letter  received  by  the  Commission,  May  17, 1988 


18 


ACCESS  TO  CARE:  EVERY  MOTHER  AND  EVERY 
BABY  MUST  BE  ABLE  TO  GET  THE  HEALTH  CARE 

THEY  NEED 

Limited  financial  resources  are  not  the  only  barriers  between  preg- 
nant women  and  children  and  the  care  they  need.  There  is  also  a  for- 
midable array  of  obstacles  within  the  system  that  makes  it  difficult,  if 
not  impossible,  to  get  care.  Not  the  least  among  these  is  the  fact  that 
the  United  States  lacks  a  national  health  policy  defining  the  needs  of 
mothers  and  infants  and  the  services  they  require. 

Even  those  eligible  for  Medicaid  may  be  unable  to  get  into  the  sys- 
tem. Sometimes  they  cannot  locate  documents  to  verify  their  eligibility. 
They  may  lack  the  ability,  or  even  the  self-confidence,  needed  to  com- 
plete complex  application  forms.  Sometimes  the  intimidating  "official" 
surroundings  deter  them.  They  may  be  unaware  of  the  program,  or 
how  or  where  to  apply  for  it. 

Needy  people  may  live  in  rural  or  poor  inner-city  areas  with  few  if 
any  health  care  providers  nearby.  They  may  lack  transportation.  They 
may  need  child  care  to  take  advantage  of  services.  They  may  be  unable 
to  get  a  timely  appointment  because  of  long  waiting  lists.  They  may  be 
unable  to  cope  with  the  hours,  lines  and  procedures  that  are  the  hall- 
marks of  bureaucracy. 

And  most  importantly,  they  may  be  unaware  of  the  critical  need 
for  early  and  continuous  maternity  and  pediatric  care. 

In  addition,  providers  of  obstetric  care,  faced  with  escalating  medi- 
cal malpractice  costs,  are  increasingly  refusing  to  take  high-risk 
patients,  if  they  are  taking  any  new  patients  at  all.  They  may  be 
unwilling  to  serve  people  because  they  are  on  Medicaid,  or  because 
they  are  poor  and  unable  to  pay.  Often,  they  cannot  speak  the  lan- 
guage of  those  who  need  their  services. 

Some  women  and  infants  are 
in  a  more  precarious  position 
than  others.  Those  who  are  poor, 
young,  minority,  substance  abu- 
sers and  those  whose  pregnan- 
cies are  unintended  are  at 
greatest  risk. 

The  Commission  maintains 
that  no  pregnant  woman  or 
infant  should  go  without  preven- 
tive health  care  because  the  "sys- 
tem" currently  prevents  them 
from  doing  so.  Maternity  and 
early  infant  care  are  too  impor- 
tant to  allow  anyone  to  fall 
through  the  cracks. 


Michael  Weisbrot 


19 


A  PLAN  OF  ACTION 

■  Women  must  be  made  aware  of  the  full  array  of  available  services  as 
soon  as  they  become  pregnant.  It  would  be  best  if  pregnant  women 
and  infants  could  secure  all  necessary  services  at  one  location.  At  a 
minimum,  there  must  be  coordination  of  programs  including  Medicaid; 
Title  V  Maternal  and  Child  Health  Programs;  the  Special  Supplemental 
Food  Program  for  Women,  Infants,  and  Children  (WIC);  Community 
and  Migrant  Health  Centers;  social  and  welfare  services;  mental  health 
and  mental  retardation  services;  substance  abuse,  prevention  and  reha- 
bilitation; special  education;  and  family  planning  services. 

■  Congress  should  require  that  all  Medicaid-eligible  infants  be  auto- 
matically enrolled  at  birth  in  the  Early  Periodic  Screening,  Diagnosis, 
and  Treatment  (EPSDT)  program.  Currently,  fewer  than  half  of  eligible 
children  receive  any  EPSDT  services.  States  should  also  be  required  to 
offer  follow-up  services  for  any  problems  identified  in  the  screenings. 


BUILDING  A  SYSTEM  OF 
COMPREHENSIVE,  COORDINATED  CARE 

EFFECTIVE  MATERNAL  &  CHILD  HEALTH  SERVICE  PROGRAMS 

Meeting  maternal  and  child  health  care  needs  requires  a  stable  base  of  essential  services. 
While  public  programs  exist,  they  do  not  have  the  funds  to  serve  all  those  in  need.  The 
Commission  recommends  that  Congress  increase  funding  for  the  following  programs  to 
better  meet  the  demand  and  effectively  serve  pregnant  women  and  infants  in  need. 


Type  of  Program 


Purpose  of  Increased  Funding 


Title  V  Maternal  and  Child  Health 
Services  Block  Grant  (Social 
Security  Act) 


To  help  states  assess,  plan  for,  evaluate  and 
meet  health  care  needs  of  childbearing  women 
and  infants  and  to  strengthen  the  state's  public 
health  leadership  in  these  areas. 


Special  Supplemental  Food 
Program  for  Women,  Infants  and 
Children  (WIC) 


To  ensure  that  the  funding  level  is  sufficient  to 
enable  all  eligible  pregnant  women  and  infants 
to  receive  services. 


Community  and  Migrant  Health 
Centers  and  the  Infant  Mortality 
Initiative  program 


To  increase  the  number  of  Centers  receiving 
grants  for  the  Infant  Mortality  Initiative  and  to 
address  malpractice  and  liability  insurance  cost 
issues. 


National  Health  Service  Corps 


To  increase  the  availability  of  maternal  and  child 
health  providers  in  health  manpower  shortage 
areas  and  to  address  malpractice  insurance  cost 
issues. 


I 


Title  X  Family  Planning  Program 
(Public  Health  Service  Act) 


To  increase  access  to  services  for  populations  at 
high  risk  of  poor  pregnancy  outcomes. 


Child  Immunization  Program 


To  improve  the  immunization  status  of  all 
children,  beginning  in  infancy  and  continuing 
through  early  childhood,  to  protect  them  again 
infectious  diseases. 


I 


20 


THINGS  TO  BRING  TO  YOUR 

FOOD  STAMPS  AND/OR  ASSISTANCE  INTERVIEW 

1 

Social  Security  Cards  for  all 

8. 

Rent/ Mortgage  payment  receipts 

household  members(1)* 

9. 

Utility  receipts,  including  verification 

2 

Pay  stubs,  or  earning  statement  from 

of  heating  expense 

employer 

10. 

Proof  of  residency,  identity,  alien 

3. 

Self  employed  persons: 

status/citizenship(2)" 

•  Federal  Income  Tax  Return 

11. 

Verification  of  children's  age  and 

•  Bookkeeping  Records 

address 

•  Sales  and  Expenditure  Records 

12. 

Proof  of  the  absence  or  disability  of  a 

4. 

Proof  of  Income  from  Rental  Property 

parent 

5. 

Award  letters  for  Social  Security,  SSI, 

13. 

If  60  or  over,  a  disabled  veteran,  or 

VA,  UC,  WC 

receiving  SSI  or  Social  Security 

6. 

Proof  of  support  and/or  alimony 

Disability,  proof  of: 

7. 

payments 

Bank  statements,  checking  accounts, 
savings  accounts,  credit  union,  stocks 
and  bonds 

hospital  bills       medicine  bills 
doctor  bills         medical  expenses 

PLEASE  NOTE:  OTHER  VERIFICATION  MAY  BE  REQUESTED 

14      Do  you  or  anyone  in  your  household  get  a  welfare  check  or  food 
stamps  from  this  parish,  another  parish,  or  another  state'' 

Yes No  If  yes,  who.  what  parish  or  state 


and  what  kind  of  assistance? 


15.     Is  anyone  unable  to  work  because  of  disability? 
If  yes,  who?  _ 


Name  and  address  of  physician  or  treatment  facility 


Resources 

A      Does  anyone  in  your  household,  including  yourself,  own  (or  is 
anyone  buying)  any  cars,  trucks,  boats,  campers,  motorcycles  or 

other  motor  vehicles? Yes No  If  yes,  how  many? 

If  yes.  please  list  below: 


OWNERS  NAME 


MAKE.  MODEL  &  YEAR 


AMOUNT  OWED 


FIRST  VEHICLE 


SECOND  VEHICLE 


Ooes  anyone  in  household,  including  yourself,  have  3ny  ot  the 
following: 


Cash  on  hand7 
Checking  Account7 
Name 


_Yes  . 
_Yes  . 


Amount  S  _ 
Amount  $_ 
Account  "  _ 


Where? 

Saving  Account? 
Name 


Amount  $_ 
Account  w . 


Where' 

Time  Certificates  or  Money  Market  Certificate 


(5)       Safety  Deposit  Box 


_No  Value  of  Contents 
Where7 


Other,  such  as  |Oinl  bank  accounls.  stocks,  bonds.  IRA's, 
money  in  Credit  Union.  Keogh  Plans,  Cash  on  deposit  at  a 
Funeral  Home.  etc.  Yes       No      Where7 


Even  if  eligible  for  Medicaid,  the  application  process  can  be 
time  consuming  and  cumbersome  delaying  access  to  timely  pre- 
natal care.  Determining  eligibility  can  take  a  month  and  appli- 
cation forms  range  from  3  to  52  pages. 


■  The  Medicaid  application  forms 
must  be  simplified  and  states 
should  adopt  a  streamlined  eligi- 
bility process,  such  as  "presump- 
tive eligibility"  under  which  all 
pregnant  women  applying  for 
Medicaid  would  be  immediately 
eligible  for  services  for  up  to  45 
days  or  until  the  formal  applica- 
tion is  denied  or  accepted, 
whichever  is  sooner.  As  of  July 
1988,  only  19  states  had  adopted 
the  presumptive  eligibility 
process. 

■  The  number  of  providers  will- 
ing to  serve  high-risk  pregnant 
women  and  infants  must  be 
increased  and  the  malpractice  cri- 
sis must  be  addressed.  The  Com- 
mission encourages  the 
development  of  demonstration 
projects  to  test  innovative  ways 
to  increase  the  participation  of 
obstetricians,  family  physicians, 
pediatricians  and  certified  nurse 
midwives  in  Medicaid  and  under- 
served  communities. 

■  In  order  to  encourage  more 
maternity  and  pediatric  providers 
to  participate  in  the  Medicaid 
program,  states  should  examine 
ways  to  adjust  their  Medicaid 
reimbursement  rates  and  simplify 
the  administrative  requirements. 

■  A  "home  visitors  program"  for 
pregnant  women  and  new  moth- 
ers, particularly  those  in  high-risk 
populations,  should  be  estab- 
lished. The  program  could  edu- 
cate and  work  with  pregnant 
women  throughout  their  preg- 
nancies to  promote  healthy  out- 
comes. Community  organizations 
and  volunteers  could  be  trained 
to  encourage  healthy  behavior 
and  to  refer  pregnant  women 
and  infants  to  appropriate 
services. 
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THIS  NATION  MUST  MAKE  THE  HEALTH  AND 
WELL-BEING  OF  MOTHERS  AND  BABIES  A  TOP 

PRIORITY 

Sadly,  knowledge  of  the  tragedy  of  infant  mortality  is  confined 
largely  to  those  who  experience  it — either  its  human  or  financial  costs. 
Before  our  nation  can  devote  the  resources  needed  to  succeed  in  the 
fight  against  infant  mortality,  we  must  first  make  the  public  aware  of 
the  extent — and  the  seriousness — of  the  problem. 

In  America  today,  mass  media — television,  newspapers,  radio — are 
the  most  important  shapers  of  public  consciousness  and  opinion.  In 
recent  years,  they  have  contributed  to  raising  public  awareness  about  a 
number  of  health  problems,  including  smoking,  AIDS,  and  substance 
abuse.  But  hard  experience  tells  us  that  a  limited,  one-shot  series  of  15- 
second  public  service  advertisements  will  not  do  the  job — especially 
when  many  of  the  people  most  at  risk  will  not  see  them. 

Our  success  in  making  the  health  of  pregnant  women  and  children 
a  national  priority  depends,  in  large  measure,  on  the  amount  of  contin- 
uing visibility  these  efforts  have  in  the  eyes  of  the  nation.  Unfortu- 
nately, the  existing  federal  structure  does  not  provide  significant 
exposure  for  maternal  and  child  health  issues.  It  fails  to  provide  the 
kind  of  unified  leadership  provided  by  the  Children's  Bureau  prior  to 
its  dissolution  in  1969.  It  does  not  encourage  full  coordination  of  feder- 
ally sponsored  services  to  pregnant  women  and  infants  to  issue  a  clar- 
ion call  for  action.  But  we  have  done  it  before. 


'^  toimvs*****™ 


U.S.  Department  of  Health  and  Human  Services 

In  the  1950s,  this  nation  rallied  its  forces  to  fight  polio.  The  public 
was  poised  and  ready  to  begin  using  the  vaccine.  Newspapers  and 
radios  were  calling  for  all  children  to  be  vaccinated.  However,  the  vac- 
cine was  not  immediately  accessible  to  all  and  not  all  understood  the 
importance  of  being  vaccinated. 

Fortunately,  community  volunteers  and  health  care  providers  com- 
mitted their  resources  and  made  sure  that  all  in  need  were  vaccinated. 
Public  health  clinics  extended  their  hours  to  meet  the  needs  of  working 
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Maternal  and  Child 
Health  Handbook 


parents.  Schools  required  proof  of  vaccination  and  for  those  unvaccin- 
ated  provided  information  on  how  to  get  the  inoculation.  Within  a  sur- 
prisingly short  period  of  time,  every  child  under  the  age  of  20  and  all 
pregnant  women  in  this  country  were  free  of  the  fear  of  polio. 

The  Commission  believes  that  a  single  entity,  such  as  a  permanent 
council  on  children's  health  and  well-being,  could  serve  as  a  national 
focal  point  for  developing  and  executing  a  public  awareness  campaign 
on  infant  mortality.  The  council  might  begin  by  developing  and  distrib- 
uting to  every  pregnant  woman  a  maternal  and  child  health  handbook, 
based  on  the  Japanese  model,  to  encourage  early  prenatal  care  and 
serve  as  an  infant's  health  record.  The  council  must  work  closely  with 
the  public  and  private  sector,  academia,  the  media  and  state  and  local 
leaders. 

The  council's  permanence  would  ensure  that  its  actions  become  an 
integral  part  of  this  nation's  planning  and  budgeting  for  children. 

A  national  council  should: 

■  Design  and  implement  a  national  awareness  campaign  to  promote 
maternal  and  child  health.  An  expert  panel  of  television,  radio,  print 
journalism  and  advertising  executives,  along  with  medical  and  public 
health  experts  and  private  sector  representatives  could  be  established 
to  advise  on  such  a  campaign. 

■  Provide  coordination  with  the  U.S.  Departments  of  Health  and 
Human  Services,  Agriculture,  Education,  Housing  and  Urban  Develop- 
ment, and  other  federal  agencies  to  promote  the  health  and  well-being 
of  mothers  and  children. 

■  Serve  as  a  liaison  between  public  and  private  sector  initiatives  and 
collaborative  efforts  for  mothers  and  children  and  as  a  national  focal 
point  for  information  and  activities  on  maternal  and  child  health. 
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Over  the  course  of  the  20th 
century,  the  United  States 
has  made  great  strides  in 
improving  maternal  and 
child  health.  Yet,  as  the 
1900s  draw  to  a  close  and 
we  embark  on  a  new 
century,  the  efforts  have 
fallen  short  of  ensuring  the 
health  of  pregnant  women 
and  young  children  and  of 
reducing  infant  mortality 
to  the  lowest  level  possible. 
The  patchwork  system  of 
programs  and  services 
continues  to  leave  millions 
of  mothers  and  infants 
without  access  to  quality 
care  and  at  risk  for 
numerous  health  problems, 
many  of  which  are 
preventable. 


World  War  I 


The  Great  Depression 


1900 


1910 


1920 


1930 


1909— First  White 
House  Conference  on 
Dependent  Children. 


1900s— Milk  stations 
established  to  provide 
a  clean  milk  supply 
for  children. 


1908— First  Division 
of  Child  Hygiene 
established  (New 
York  City). 


Photos  1  and  2 — 
Boston  Visiting  Nurse 
Association.  Courtesy  of 
the  Center  for  the  Study 
of  the  History  of  Nursing, 
the  University  of 
Pennsylvania. 

All  other  photos — 

U.S.  Department  of  Health 

and  Human  Services 


1909— Organized 
prenatal  care 
services  began  to 
develop. 


1909 — American 
Association  for  the 
Study  and 
Prevention  of  Infant 
Mortality  founded. 


1919— White  House 
Conference  on 
Child  Welfare 
Standards. 


1912— Federal 
Children's  Bureau 
established. 


fulia  C.  Lathrop 
First  Chief  of  the 
Children's  Bureau 


1914 — Baby  Saving 
Campaigns  held  in 
communities 
nationwide, 
sponsored  by  the 
Children's  Bureau. 


1915— National 
Birth  Registry 
established. 


1921— Maternity 
and  Infancy  Act 
(Sheppard-Towner 
Act)  passed  into 
law.  First  federal 
grants-in-aid 
program  to  promote 
maternal  and  child 
health. 


1928— First  National 
Child  Health  Day, 
designated  May  1 


1929— Funding  for 
Sheppard-Towner 
Act  ended. 


1930— White  House 
Conference  on 
Child  Health  and 
Protection. 


1935— Social 
Security  Act  signed 
into  law  with  Title 
V  modeled  after  thf 
Sheppard-Towner 
Act  to  provide 
grants  to  states  to 
improve  maternal 
and  child  health 
and  welfare. 
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MATERNAL  AND  CHILD  HEALTH  IN  THE  UNITED  STATES 


World  War  II 


Baby  Boom 


The  Great  Society 


1940 


1950 


1960 


1970 


1980 


1990 


1940— White  House 
Conference  on 
Children  in  a 
Democracy. 


1950 — Midcentury 
White  House 
Conference  on 
Children  and 
Youth. 


1960— Golden 
Anniversary  White 
House  Conference 
on  Children  and 
Youth. 


1970— White  House 
Conference  on 
Children. 


1940s— Rate  of  births 
occuring  in  hospitals 
increased. 


1950s— Prepared 
infant  formula 
introduced. 


1940s— Antibiotics 
introduced. 


1953— U.S. 

Department  of  Health, 
Education,  and 
Welfare  formed. 


1943 — Emergency 
Maternity  and 
Infant  Care  Act 
passed  into  law  to 
provide  health  care 
to  wives  and 
children  of 
servicemen. 


1963— Title  V 
amended  to  create 
Maternity  and 
Infant  Care  programs 


1965 — Medicaid  and 
Medicare  programs 
established. 


1965— Federal 
Comprehensive 
Neighborhood  Health 
Centers  program 
established;  later 
became  known  as  the 
Community  Health 
Centers  program. 


1965— Federal 
Migrant  Health 
Centers  program 
established. 


1966— Special 
Supplemental  Food 
Program  for  Women, 
Infants,  and  Children 
(WIC)  authorized; 
implemented  in  1972. 


1967— Medicaid  Early 
and  Periodic 
Screening,  Diagnosis, 
and  Treatment 
(EPSDT)  program  for 
children  enacted. 


1969— Children's 
Bureau  dismantled 


1970s— Growth  of 
neonatal  intensive 
care  units. 


1970s — Improved 
Pregnancy  Outcome 
programs  promoted 
the  regionalization  of 
maternal  and  child 
health  services. 


1970— National 
Health  Service 
Corps  established  to 
place  health 
professionals  and 
resources  in 
underserved  areas. 


1979— U.S.  Surgeon 
General's  report, 
Healthy  People,  set 
1990  Health  Goals 
for  the  Nation, 
including  goals  and 
objectives  for 
maternal  and  infant 
health. 


1981— Title  V 
programs  consolidated 
into  the  Maternal  and 
Child  Health  Services 
Block  Grant. 


1981— Better  Health  for 
Our  Children:  A 
National  Strategy, 
report  of  the  Select 
Panel  for  the 
Promotion  of  Child 
Health  to  the  U.S. 
Congress  and  the 
Secretary  of  Health 
and  Human  Services. 


1983— The  Select 
Committee  on 
Children,  Youth, 
and  Families 
formed  in  the  U.S. 
House  of 
Representatives. 


1985 — Preventing 
Low  Birthweight, 
report  of  the 
Institute  of 
Medicine. 
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er  photos — 
U.S.  Department  of  Health 
and  Human  Services 
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Inadequate  Results :  national  efforts  to  improve  maternal  and  child  health  in  the  united  states 


Over  the  count  of the  20th 
century,  the  United  States 
has  made  great  strides  in 
improving  maternal  and 
child  health.  Yet,  as  the 
1900s  draw  to  a  close  and 
we  embark  on  a  new 
century,  the  efforts  have 
fallen  short  of  ensuring  the 
health  of  pregnant  women 
and  young  children  and  of 
reducing  infant  mortality 
to  the  lowest  level  possible. 
The  patchwork  system  of 
programs  and  services 
continues  to  leave  millions 
of  mothers  and  infants 
without  access  to  quality 
care  and  at  risk  for 
numerous  health  problems, 
many  of  which  are 
preventable. 


The  Great  Depression 


World  War  II 


Baby  Boom 


The  Great  Society 


1970 


1909— First  While  1919— White  House 

House  Conference  on        Conference  on 
Dependent  Children.         Child  Welfare 
Standards. 


1900s— Milk  stations  1912— Federal 

established  to  provide  Children's  Bureau 

a  clean  milk  supply  established, 
for  children. 


1908— First  Division 
cil  Child  Hygiene 
established  (New 
York  City). 


1909— Organized 
prenatal  care 

began  to 
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1914— Baby  Saving 
Campaigns  held  in 
communities 
nationwide, 
sponsored  by  the 
Children's  Bureau. 


1915— National 
Birth  Re.,:, 
;  Wished. 


1930— White  House 
Conference  on 
Child  Health  and 
Protection. 


1940— White  House 
Conference  on 
Children  in  a 
Democracy. 


1950— Midcentury 
White  House 
Conference  on 
Children  and 
Youth. 


1921—  Maternity 
and  Infancy  Act 
(Sheppard -Towner 
Act)  passed  into 
law.  First  federal 
grants-in-aid 
program  to  promote 
maternal  and  child 
health. 


192K — First  National 
Child  Health  Day, 
designated  May  1. 


1929— Funding  for 
Sheppard -Towner 
Act  ended. 


1935— Social 
Security  Act  signed 
into  law  with  Title 
V  modeled  after  the 
Sheppard-Towner 
Act  to  provide 
grants  to  states  to 
improve  maternal 
and  child  health 
and  welfare. 


1940s— Rate  of  births 
occuring  in  hospitals 
increased. 


1940s— Antibiotics 
introduced. 


1950s— Prepared 
infant  formula 
introduced. 


1953— U.S. 

Department  of  Health, 
Education,  and 
Welfare  formed. 


1960— Golden 
Anniversary  White 
House  Conference 
on  Children  and 
Youth. 


1963— Title  V 
amended  to  create 
Maternity  and 
Infant  Care  program 


1965— Medicaid  and 
Medicare  programs 
established. 


1965— Federal 
Comprehensive 
Neighborhood  Health 
Centers  program 
established;  later 
became  known  as  the 
Community  Health 
Centers  program. 


1965— Federal 
Migrant  Health 
Centers  program 
established. 


1966— Special 
Supplemental  Food 
Program  for  Women, 
Infants,  and  Children 
(WIC)  authorized; 
implemented  in  1972. 


1967— Medicaid  Early 
and  Periodic 
Screening,  Diagnosis. 
and  Treatment 
(EPSDT)  program  for 
children  enacted. 


1969— Children's 
Bureau  dismantled. 


1970— White  House 
Conference  on 
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1970s— Growth  of 
neonatal  intensive 
care  units. 


1970s— Improved 
Pregnancy  Outcome 
programs  promoted 
the  regionalization  of 
maternal  and  child 
health  services. 


1970— National 
Health  Service 
Corps  established  to 
place  health 
professionals  and 
resources  in 
underserved  areas. 


1979— U.S.  Surgeon 
General's  report, 
Heal  tint  People,  set 
1990  Health  Goals 
for  the  Nation, 
including  goals  and 
objectives  for 
maternal  and  infant 
health. 


1981— Title  V 
programs  consolidated 
into  the  Maternal  and 
Child  Health  Services 
Block  Grant. 


1981— Better  Health  for 
Our  Children:  A 
National  Strategy, 
report  of  the  Select 
Panel  for  the 
Promotion  of  Child 
Health  to  the  U.S. 
Congress  and  the 
Secretary  of  Health 
and  Human  Services 


1983— The  Select 
Committee  on 
Children,  Youth, 
and  Families 
formed  in  the  U.S. 
House  of 
Representatives. 


1985— Preventing 
bw  Birthweight, 
report  of  the 
Institute  of 
Medicine. 


FURTHER  STEPS  FOR  REDUCING  INFANT 

MORTALITY 


The  major  recommendations  of  this  report  will  have  little  impact  if 
they  are  not  accompanied  by  further  steps  to  reach  pregnant  women 
and  infants  in  communities  across  the  nation.  Responsibilities  must  be 
assumed  by — and  resources  must  come  from — state  and  local  govern- 
ments, communities,  and  the  private  sector,  over  and  above  what  the 
federal  government  must  do. 

Infant  mortality  is  a  national  tragedy.  But  our  ability  to  reduce  it 
depends  on  our  success  in  adopting  approaches  appropriate  to  diverse 
and  distinct  communities.  For  too  long,  we  have  turned  to  doctors — 
and  doctors  alone — for  answers.  The  mandate  of  this  Commission  is  to 
identify  solutions  to  the  infant  mortality  problem,  and  to  direct  any 
and  every  available  resource  and  institution  toward  solving  this  prob- 
lem. It  is  time  to  ask  others  to  live  up  to  their  community  responsibili- 
ties. The  recommendations  that  follow  constitute  a  more  detailed  plan 
of  action  for  reducing  the  tragedy  of  infant  mortality. 


26 


Financing  Care:  Pay  Now  or  Pay  Later 


Government: 


■  Current  exemptions  in  the  fed- 
eral Pregnancy  Discrimination 
Act  of  1978 — which  requires  most 
employers  who  offer  health 
insurance  to  their  employees  to 
include  maternity  coverage — 
should  be  eliminated  so  that 
maternity  coverage  is  available  to 
all  women  who  are  insured 
under  private  plans.  Employers 
with  15  or  fewer  employees  and 
dependents  of  employees  who 
are  not  spouses  should  be  cov- 
ered by  the  Act. 
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A  Publication  tot  the  Employees 


Prenatal  care:  Getting  baby  off  to  a  healthy  start 


Diet  and  nutritk 


Before  pregnancy 


During  pregnancy 


Hazardous  substances 


■  States  should  require  that  well- 
baby  care  be  included  in  all 
group  insurance  plans. 

■  States  should  require  that 
group  health  insurance  policies 
eliminate  waiting  periods  and 
pre-existing  condition  clauses  for 
pregnancy  related  care. 

■  States  should  require  that 
health  insurance  risk  pools  for 
people  who  are  unable  to  pur- 
chase private  insurance  because 
of  pre-existing  medical  conditions 
(medically  uninsurable  people) 
include  maternity  and  well-baby 
care. 


Community  and  Private  Sector: 

■  Business  associations  should 
develop  educational  programs  for 
employers  about  the  long-term 
cost-effectiveness  of  insurance 
benefits  for  prenatal  and  preven- 
tive well-baby  care. 

■  Business  leaders  should  edu- 
cate their  colleagues  and  employ- 
ees about  the  importance  and 
cost-effectiveness  of  preventive 
prenatal  and  well-baby  care. 


Burlington  Industries  has  imple- 
mented a  strong  maternal  and  child 
health  educational  effort  directed 
toward  pregnant  employees  and  their 
spouses. 
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Access  To  Care:  Every  Mother  and  Every  Baby  Must  Be 
Able  To  Get  The  Health  Care  They  Need 


Government: 


■  The  Secretary  of  Health  and 
Human  Services  should  require 
that  all  women  and  infants,  par- 
ticularly those  at  high  risk,  be 
guaranteed  entry  into  a  system  of 
regionalized,  risk-appropriate, 
obstetrical  and  pediatric  care.  The 
Secretary  should  require  that 
standards  for  federally  supported 
maternity  and  infant  care  be 
developed. 

■  The  Secretary  of  Health  and 
Human  Services  should  expand 
the  department's  work  with  the 
states  and  with  health  profession- 
als to  address  their  malpractice 
concerns  and  increase  the  num- 
ber of  providers  who  serve  high- 
risk  pregnant  women  and 
infants. 

To  accomplish  this,  the  Sec- 
retary could: 

•  Test  innovative  ways  to 
increase  the  participation  of 
obstetricians,  family  physicians, 
pediatricians  and  certified  nurse 
mid  wives  in  Medicaid.  Demon- 
stration projects  could  include 
initiatives  to  deal  with  medical 
malpractice,  related  liability 
issues  and  low  reimbursement 
levels.2 

•  Encourage  fair  and  effective 
peer  review  among  providers  of 
obstetrical  care.2 

•  Encourage  risk-management 
and  quality  assurance  in  health 
care  facilities  and  for  health 
care  professionals.2 


2  These  are  discussed  in  detail  in 
the  Report  of  the  Task  Force  on  Medical 
Liability  and  Malpractice,  U.S.  Depart- 
ment of  Health  and  Human  Services, 
August  1987. 


•  Develop  educational  programs 
for  health  professionals  and  the 
general  public  on  malpractice 
issues.2 

•  Develop  more  effective  strate- 
gies to  bring  minorities  into  the 
health  care  professions. 

■  The  Secretary  of  Agriculture 
should  increase  the  department's 
efforts  to  bridge  the  gaps  that 
inhibit  women  at  risk  from  using 
existing  services,  particularly  WIC. 

■  The  Secretary  of  Health  and 
Human  Services  should  set  up  a 
national  network  of  "hotlines"  to 
provide  information  on  access  to 
maternity  and  infant  care,  partic- 
ularly preventive  services  and 
general  health  education. 

■  States  should  provide  supple- 
mental funding  for  WIC  so  that 
all  those  eligible  may  be  served. 

■  States  should  establish  "State 
Maternal  and  Child  Health  Coun- 
cils" to  monitor  activities  and 
progress  in  preventing  infant 
mortality  and  morbidity.  The 
Councils  should  promote  the 
coordination  and  increase  the 
accessibility  of  services  to  moth- 
ers and  infants,  especially  where 
there  are  high  infant  mortality 
rates.  The  goal  should  be  to 
make  services  available  in  every 
community. 

■  Governors  should  require  their 
state  health  departments  and 
Medicaid  offices  to  determine 
why  providers  are  reluctant  to 
participate  in  Medicaid  and  other 
public  programs  serving  pregnant 
women  and  infants,  and  develop 
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strategies  for  bringing  them  into 
the  programs. 

■  States  should  develop  a  plan 
with  the  state  boards  of  educa- 
tion to  work  with  local  school 
officials  to  implement  family  life 
education  courses  through  all 
grades  in  all  schools. 

■  Governors  should  identify  spe- 
cific geographic  areas  with  high 
rates  of  infant  mortality,  declare 
them  "Infant  Mortality  Disaster 
Areas,"  and  mobilize  and  coordi- 
nate resources  and  efforts  to 
attack  the  problem. 

■  States  should  encourage  the 
establishment  and  expansion  of 
certified  nurse  midwifery  training 
programs  in  the  state  university 
system. 

■  State  and  local  health  depart- 
ments can  and  should  use  a  vari- 
ety of  administrative  options  to 
serve  more  women  and  infants 
and  to  identify  areas  of  persistent 
need: 

•  Private  health  care  providers 
should  be  more  involved  in 
meeting  the  needs  of  high-risk 
populations. 

•  When  a  pregnancy  is  con- 
firmed, there  should  be  an 
immediate  referral  to  a  health 
care  provider. 

•  Schedules  should  be  organized 
so  that  women  can  be  seen 
within  two  weeks  of  their 
request  for  an  appointment, 
and  all  missed  appointments 
should  be  followed  up 
routinely. 

•  Indigenous  community  out- 
reach workers  should  be 
trained  to  support  efforts  to 
reach  pregnant  women  and 
infants. 


Telephone  "hotlines,"  linked  to 
the  national  hotline,  should  be 
set  up  to  answer  questions  con- 
cerning the  availability  of  care, 
who  qualifies  for  care,  where 
and  how  to  apply,  and  to  com- 
municate the  importance  of  pre- 
ventive care. 

Mobile  health  units,  satellite 
clinics,  health  clinics  at  schools, 
and  other  mechanisms  should 
be  organized  to  provide  quality 
care  to  people  in  urban  and 
rural  areas  who  are  not  cur- 
rently being  served. 


Communities  and  Private  Sector: 

■  Businesses,  community  and 
religious  groups  should  work 
together  to  improve  access  to 
health  care  for  pregnant  women 
and  infants  by,  for  example,  vol- 
unteering transportation  and 
child  care  assistance. 

■  Commercially  available  preg- 
nancy testing  kits  should  include 
information  on  the  need  for  early 
and  adequate  prenatal  health  care. 

■  Groceries,  pharmacies  and 
retail  stores  should  make  mater- 
nal and  child  health  education 
materials  widely  available  and 
include  information  about  local 
services  that  are  available  to 
pregnant  women  and  children. 

■  Local  public  health  officials,  in 
conjunction  with  health  care 
providers  (including  maternal 
and  child  health  clinics  and  com- 
munity and  migrant  health  cen- 
ters) and  community  leaders, 
should  develop  strategies  to  iden- 
tify pregnant  women  and  infants 
eligible  for  Medicaid,  and  assist 
them  in  applying  for  the  program. 
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Quality  Services:  Comprehensive,  Coordinated  Care 


Government: 


■  The  Secretary  of  Health  and 
Human  Services,  through  the 
Health  Care  Financing  Adminis- 
tration, should  require  that  all 
pregnant  women  in  the  Medicaid 
program  be  screened  to  deter- 
mine if  they  are  in  a  high-risk 
group.  Where  necessary,  they 
should  be  referred  to  appropriate 
available  services. 

■  The  Secretary  of  Health  and 
Human  Services  should  redouble 
the  department's  efforts  to  elimi- 
nate smoking,  drinking  and  sub- 
stance abuse  among  pregnant 
women,  and  to  reduce  substance 
abuse  among  women  of  child- 
bearing  age.  A  special  component 
of  this  effort  should  focus  on 
drug  abuse  and  the  spread  of  the 
AIDS  virus  to  infants  during 
pregnancy. 

■  The  Secretary  of  Health  and 
Human  Services,  in  conjunction 
with  state  agencies,  local  drug- 
abuse  officials,  and  representa- 
tives of  drug  treatment  programs, 
should  develop  and  implement  a 
plan  for  meeting  the  increasing 
demand  for  drug  treatment  ser- 
vices, particularly  for  women  of 
childbearing  age  who  need  those 
services. 

■  State  and  local  health  depart- 
ments and  other  agencies,  in 
cooperation  with  hospitals, 
should  guarantee  that  every  new- 
born child  is  discharged  to  an 


identified  health  care  provider 
who  will  assume  responsibility 
for  coordinating  health  services 
for  the  infant  (i.e.,  a  medical 
home). 

■  Governors  should  require  their 
states  to  develop  and  implement 
statewide  plans  for  preventive 
maternity  and  infant  care  that 
include  coordinated,  comprehen- 
sive services.  The  plans  should 
respect  cultural  differences,  and 
provide  medical,  nutrition,  edu- 
cation, and  social  support  ser- 
vices appropriate  to  the  risks  of 
the  populations  involved. 

■  State  and  local  health  depart- 
ments should  provide  continuing 
education  for  their  staffs  on  the 
unique  cultural  needs  of  the  peo- 
ple they  serve.  They  should  have 
bilingual  staffs  or  trained  transla- 
tors at  sites  serving  people  for 
whom  English  may  not  be  a  first 
language. 

■  State  departments  of  health 
and  education  should  increase 
their  efforts  to  develop  education 
programs  for  women,  teenagers, 
and  their  partners  about  the  con- 
sequences of  unintended  preg- 
nancies, and  promote  alternatives 
such  as  delaying  sexual  activity 
or  using  contraceptives. 
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Community  and  Private  Sector: 


■  Community  and  religious 
groups  should  develop  programs 
targeted  to  people  at  risk,  includ- 
ing programs  in  nutrition,  par- 
enting, smoking  cessation, 
elimination  of  alcohol  and  sub- 
stance abuse,  family  life  educa- 
tion, self-esteem  development 
and  life-options  education. 


■  Business  and  community 
groups  should  work  with  local 
school  districts  to  develop  job- 
training  programs  for  women 
and  girls  at  risk  for  unintended 
pregnancies  and  encourage  them 
to  finish  their  education. 


Adding  To  Our  Knowledge 


Government: 


■  Congress  should  require  the 
Secretary  of  Health  and  Human 
Services  to  develop  and  oversee  a 
comprehensive,  coordinated 
research  agenda  for  all  maternal 
and  child  health  issues. 


■  Congress  should  require  the 
states  to  report  systematically  on 
the  numbers  of  women  and 
infants  (and  their  race  and  eth- 
nicity) being  served  by  federal 
programs  highlighted  in  this 
report,  as  well  as  on  the  specific 
services  they  receive. 

■  Federal  agencies  such  as  the 
National  Institute  of  Child  Health 
and  Human  Development,  the 
Centers  for  Disease  Control,  and 
the  Bureau  of  Maternal  and  Child 
Health  and  Resources  Develop- 
ment, should  expand  their  basic, 
epidemiological  and  clinical 
research  on: 

•  motivating  women  at  high  risk 
to  seek  and  continue  preventive 
health  care; 

•  preventing  premature  labor  and 
intra-uterine  growth  problems; 

•  preventing  and  treating  babies 
born  with  birth  defects,  fetal 
alcohol  syndrome,  cocaine  ad- 
diction and  AIDS; 
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•  the  interplay  between  demo- 
graphic, social,  cultural,  biologi- 
cal and  environmental  factors 
that  affect  the  incidence  of  low 
birthweight  and  infant 
mortality; 

•  the  causes  of  Sudden  Infant 
Death  Syndrome; 

•  strategies  to  improve  access  to 
and  delivery  of  maternity  and 
infant  health  care  services,  par- 
ticularly in  rural  and  inner-city 
urban  areas. 

■  The  National  Center  for  Health 
Statistics,  together  with  the 
Bureau  of  Maternal  and  Child 
Health  and  Resources  Develop- 
ment, the  Bureau  of  Health  Care 
Delivery  and  Assistance,  the 
Health  Care  Financing  Adminis- 
tration, and  the  Department  of 
Agriculture,  should  develop  the 
data  needed  to  establish  relation- 
ships between  child  health  indi- 
cators, low  birthweight, 
insurance  status,  and  participa- 
tion in  public  programs  such  as 
Medicaid  and  WIC.  This  informa- 
tion is  critical  in  monitoring  and 
evaluating  the  impact  of  public 
policies  and  programs. 

■  State  health  departments 
should  adopt  the  1989  revised 
standard  birth  and  death  certifi- 
cates, and  fully  report  all  items, 
including  data  on  ethnic  origin, 
use  of  prenatal  care,  and  all  other 
factors  associated  with  pregnancy 
and  delivery,  including  medical, 
social  and  demographic  factors. 


■  State  and  local  health  depart- 
ments should  establish  expert 
review  panels  to  investigate  each 
infant  death  and  pregnancy  that 
results  in  problems,  forwarding 
the  information  to  state  vital  sta- 
tistics and  epidemiological 
offices. 

■  State  and  local  health  depart- 
ments should  work  with  hospi- 
tals to  strengthen  discharge 
planning  and  follow-up  programs 
for  low  birthweight  babies. 

■  State  health  departments 
should  adopt  the  National  Center 
for  Health  Statistics'  recom- 
mended definitions  and  reporting 
standards  for  live  births  and  fetal 
deaths  which  are  based  on  the 
World  Health  Organization's  rec- 
ommended definitions. 


Community  and  Private  Sector: 

■  Communities,  in  cooperation 
with  state  and  local  health 
departments  and  private  and 
public  health  care  providers, 
should  use  techniques  such  as 
surveys  and  structured  inter- 
views to  systematically  identify 
the  barriers  to  infant  and  mater- 
nity care  unique  to  each  commu- 
nity, and  then  implement 
solutions. 

■  Physicians,  hospitals  and  coro- 
ners should  more  accurately 
identify  causes  of  death  on  the 
death  certificates  of  infants.  Clas- 
sifying the  majority  of  infant 
deaths  as  "other,"  or  as  a  result 
of  "Sudden  Infant  Death  Syn- 
drome," masks  important  infor- 
mation needed  to  reduce  infant 
mortality. 
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This  Nation  Must  Make  the  Health  and  Well-Being  of 
Mothers  and  Babies  a  Top  Priority 


Government,  Community  and  Private 
Sector: 

■  The  Secretary  of  Health  and 
Human  Services  should  develop, 
promote,  and  distribute  to  all 
pregnant  women  a  maternal  and 
child  health  handbook,  based  on 
the  Japanese  model,  designed  to 
encourage  early  prenatal  care  and 
serve  as  an  infant's  health  record. 
In  conjunction  with  that  effort,  a 
national  network  of  hotlines  for 
providing  information  on  mater- 
nal and  child  health  should  be 
established. 

■  The  White  House  Conference 
on  Children,  in  the  tradition 
established  by  Theodore  Roose- 
velt in  1909  and  maintained  by 
presidents  in  every  decade  through 
1970,  should  be  revitalized. 


■  National,  state,  and  local 
elected  officials  should  report 
annually  on  the  progress  being 
made  to  reduce  infant  mortality 
and  improve  children's  health. 
Such  reports  should  be  accom- 
panied by  proposals  to  address 
continuing  problems. 

■  Governors  and  state  legisla- 
tures should  convene  annual 
"State  Conferences  on  Children" 
to  report  on  progress  and  refine 
strategies  for  promoting  maternal 
and  child  health. 


■  State  health  departments 
should  implement  statewide 
media  campaigns,  in  concert  with 
the  national  campaign,  to  pro- 
mote the  health  and  well-being  of 
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mothers  and  infants.  These 
should  be  based  on  market 
research  to  determine  how  to 
best  assure  that  the  message  con- 
cerning the  need  for  and  availa- 
bility of  services  actually  reaches 
women  and  their  families. 

■  National,  state,  and  local  gov- 
ernment associations  should 
develop  continuing  initiatives  to 
promote  maternal  and  child 
health.  They  should  also  encour- 
age state  policies  to  prevent 
infant  mortality  and  morbidity. 

■  Organizations  of  health  profes- 
sionals should  encourage  their 
members  to  participate  fully  in 
promoting  and  using  the  mater- 
nal and  child  health  handbook. 

■  National  organizations  of 
artists,  writers,  and  performers 
should  speak  out  on  behalf  of 
children's  health,  with  a  special 
focus  on  high-risk  populations. 

■  National  media  organizations, 
state  broadcast  organizations, 
and  their  local  counterparts 
should  encourage  multi-media, 
multi-cultural  campaigns  to  pro- 
mote the  health  and  well-being  of 
pregnant  women  and  infants. 

■  National  business  and  labor 
organizations  and  their  local 
chapters  and  affiliates  should 
develop  policy  statements  and 
initiatives  to  benefit  mothers  and 
infants. 


■  Neighborhood  churches  and 
synagogues  should  develop  and 
support  community  public  aware- 
ness programs  to  emphasize  the 
importance  of  preventive  care  for 
pregnant  women  and  infants. 

■  International  links,  such  as  a 
"Sister  Cities"  project,  and  an 
international  summit  of  health 
ministers  from  around  the  world 
to  share  strategies  for  promoting 
maternal  and  child  health  initia- 
tives from  other  nations  should 
be  developed. 


A  Death  In  The  Family 

Alabama's  Infant  Mortality  Crisis 


Alabama's  babies  are  dying. 
Last  year,  788  infants  in  the 
state  did  not  make  it  to  their 
first  birthday. 

That  grim  statistic  means 
Alabama  has  the  highest  infant 
mortality  rate  of  any  state  in 
the  nation. 

During  an  intensive 
3-month  investigation, 
The  Alabama  Journal 
examined  the  complexities  of 
the  tragedy.  The  result  was  a 
tale  of  poverty  and  human 
suffering  —  a  story  of  a  state 
with  misplaced  priorities. 

A  weeklong  series  of 
articles  resulted  from  the 
investigation.  That  series, 
which  was  first  published 
in  The  Journal  Sept.  1 4-1 8, 1 987, 
is  reprinted  here. 


JOURNAL 


The  Alabama  Journal  of  Montgomery  recently  ran  a 
five-part,  twenty-article  series  on  infant  mortality 
for  which  they  were  awarded  the  Pulitzer  Prize  for 
General  News  Reporting. 
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THE  NATIONAL  COMMISSION  TO 
PREVENT  INFANT  MORTALITY 


The  Congress  of  the  United  States  enacted  legislation  to  create  the 
National  Commission  to  Prevent  Infant  Mortality  in  November  1986,  and  it 
was  established  in  July  1987.  The  fifteen-member  Commission  includes 
Members  of  Congress,  the  Secretary  of  Health  and  Human  Services,  the 
Comptroller  General  of  the  United  States,  representatives  of  state  govern- 
ments, and  experts  in  the  field  of  maternal  and  child  health. 

Medical  science  already  knows  much  of  what  needs  to  be  done  to 
achieve  dramatic  improvements  in  the  health  and  survival  rates  of  very 
young  children.  The  Commission,  therefore,  focused  its  work  on  reviews 
of  existing  programs  and  policies  directed  at  the  health  of  women  of  child- 
bearing  age  and  their  infants.  This  report  is  based  on  those  reviews  and  on 
five  hearings  at  which  the  Commission  received  expert  opinion  on  how  to 
proceed.  The  hearings  focused  on: 

•  The  Role  of  the  Private  Sector  in  Reducing  Infant  Mortality  gave  the 
Commission  the  opportunity  to  hear  how  business  and  industry,  along 
with  religious  and  community  groups,  have  a  direct  stake  in  promoting  the 
health  of  the  next  generation  of  workers  and  consumers.  Atlanta,  Georgia. 
January  11,  1988. 

•  International  Strategies  for  Improving  Maternal  and  Infant  Health  pro- 
vided information  on  how  the  people  of  other  countries  with  successful 
experiences  in  reducing  infant  mortality  attend  to  the  health  care  needs  of 
pregnant  women  and  infants.  New  York,  New  York.  February  1,  1988. 

•  The  Role  of  the  Media  in  Public  Policy  was  discussed  by  a  panel  of 
experts  at  a  third  hearing  which  focused  on  how  the  media  can  move  for- 
ward an  issue  such  as  children's  health  and  thus  change  the  priorities  of 
the  nation.  Los  Angeles,  California.  February  29,  1988. 

•  The  Government's  Role  in  Reducing  Infant  Mortality  highlighted 
changes  needed  in  federal  and  state  government  programs  to  better  coordi- 
nate, finance,  and  deliver  maternal  and  child  health  and  related  services. 
Chicago,  Illinois.  April  25,  1988. 
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leaders  in  the  field  of  maternal  and  child  health  to  share  with  the  Commis- 
sion their  insights  and  priorities  for  a  national  strategy  to  reduce  infant 
mortality.  Washington,  D.C.  May  20,  1988. 

Throughout  the  year,  the  Commission  published  several  special 
reports  to  explain  aspects  of  the  infant  mortality  problem: 
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Finally,  this  report  is  accompanied  by  a  supplemental  volume  of  Issue 
Briefs  on  topics  pertinent  to  infant  mortality.. The  issues  addressed  include: 

•  Priorities  for  Reducing  Infant  Mortality  in.  the  United  States: 
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•  Prenatal  Care 
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•  The  Financing  of  Maternity  and  Infant  Care 

•  Title  V  Maternal  and  Child  Health  Services  Block  Grant 
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